MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 063-0469099

DEPARTMENT OF FUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
Do "°'s“""l‘ AMENDED Registration Dlatriet No. ________ e.3_,?’__1’r|rnlrv Registration District Na. #ﬁﬁ__kegm"f, Ne. -—6 é______
ON THIS §TU 2]
I]. PLA CEE;O? nEgA# E_ 61993 2. USUAL RESIDENCE (Whm deceased lived. If imlifution: Residence before

. COUNTY .51 e b. TY sdmissi
Vs 300 * Boone *Missourl ™ “°HBdone miten)
Rev. 4/59 b. CITY (If outside corporate limifs, give TOWNSHIP only) Length of stey in 1b <. CITY Tnwide Limits

OR
TOWN ot nsldip . TOWN Centralisa Yo fi No O
<. FULL NAME OF {1f NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Roside on Farm

Wiy 79 9 . 7&4& AL Koo 702 East Head YO N D

J. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Typs or prini
=™ Pannie Mae Ball oEAH 1D 20 198 3

5. SEX 6. COLOR OR RACE 7. Married Nevar Married [] [8. DATE OF BIRTH | % AGE {last birthday) |IF UNDER 1 YEAR | {F UNDER 24 HR

Widowed Divorced Manths Days Hours Min.
Female White : weedD 11991878 85 | |
10a. USUAL QCCUPATION {Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

uring most gf working life, even if retired)
Homemeken Paris, Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Archibald Luttrell Allie Cooper Ball

15, WAS DECEASED EVER IN U.5. ARMED FORCES? . . . Address

Yes, no, k If vas, gi ar of dotes of sarvice)
{Yes, no, or un nown]l( vas, give war ate Centralia, MO.
18. CAUSE OF DEATH (Enter anly one cawse p ) INTERVAL BETWEEN

PART I. DEATH WAS CAUSED b ONSET AND Di?'l
IMMEDRIATE CAUSE (2) [

Conditions, if any, DUE 10 {b}
which gave rise to
above cause (a),
stating the under-
lying causa last. DUE TO (¢}

PART 11. OIHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal PART It If decansed was female was
disease condition given in PART 1 {a) thera a pregnancy in last 90 days.

DATE AMENDED

DOCUMENT

no

PERFORMED?

———
YES O NO

19. WAS AUIOPZ’POG- ACCIDENT  SUICIDE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i1 of item 18.)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c. TIME OF Hour Month, Day, Year
INJURY ey —_ —

p.-m.

MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, [20f. CiTy, TOWN, OR LOCATION COUNTY STATE
siinnt ooffissbicg,-atcr—

WHILE AT WORK [] farm, tactory,
NOT WH}M )
7 —G O - X b
21. | attended the deceased from y / @ t IEC' zo and last saw Hm'!llvu on X -3

Death occurred at. ‘/g . /0 ; :‘ M m on the date stated sbove, and to tha best of my knowledge, from the causes stated.

22¢c. DATE SIGNED

EIE obrSe e KOO TP o e B M0 |jiires

23a. BURIAL, CREMATION, | #b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (5tate)
REMOVAL (Spacify}

Burial | 12-23-63 Centralil Centralia, Mo.

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26 REGISTRARS 5! NATURE

P. Q. Jenton, Centralia, Mo, ﬂ“’ﬂ/“/‘?é3- &/ 7

[Licensed Embalmer’'s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ Student Embalmer No.

working under my personal supervision. /? .
Student Signed_| 7 aﬁ«/

e’ bl V4

Signature of Student Embalmer

Licensed Embalmer No. 3705

P. O. Address Centnglia, Mo.

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fsilure to comply
with the above constitutes grounds for revacation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

If this body is not embalmed, fact should be so stated abave.
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